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Objective: This study aims to examine the effects of a community-based friendly health clinic (CFHC)
program that adopts manual participatory learning (MPL) intervention on the adolescents living in the
rural and urban areas of Indonesia to gain further insights into their knowledge, attitudes, and skills
related to adolescent reproductive health (ARH).
Methods: A quasi-experimental design was used to obtain information on the ARH knowledge, attitudes,
and skills of adolescents. Two intervention studies that used similar protocols and measures were
conducted. A total of 192 adolescents (96 adolescents from urban and rural areas) participated in the
project, and the participants from each area were divided into eight groups. A questionairre was adopted
to measure the ARH knowledge, attitudes, and skills of these participants. A content analysis of the
logbook entries of these respondents was conducted to identify their ARH-related problems. The
questionnairre and self-reported ARH data were collected before and after the eight-week program.
Results: The CFHC program signiﬁcantly increased the ARH attitudes (p ¼ 0.045) and skills (p ¼ 0.009) of
adolescents in the rural area, but only improved the ARH knowledge (p < 0.001) of adolescents in both
rural and urban areas. Fourteen themes were identiﬁed in three dominant categories, namely, schools,
families, and communities.
Conclusions: The CFHC with MPL intervention can improve the ARH knowledge, attitudes, and skills of
adolescents in the rural area, but can only improve the ARH knowledge of adolescents in the urban area.
The ARH program must be designed based on the characterictics of these adolescents to improve their
life skills during puberty.
© 2016 Chinese Nursing Association. Production and hosting by Elsevier B.V. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
The adolescent reproductive health (ARH) in Indonesia is
inﬂuenced by westernization, although the Indonesian society still
maintains its social and cultural traditions, particularly its Islamic
tradition [1]. These situations result in confusion and internal
conﬂicts among adolescents that hinder them from making crucial
life decisions [2]. Previous studies identify several risk factors that
affect ARH in Indonesia, including insufﬁcient information [3],
culture, religion, policy [1], inaccurate knowledge, and limited ac-
cess to ARH information and services [4].nto), rahmawati.psik@gmail.
yah).
ing Association.
oduction and hosting by Elsevie
T, et al., A community-based
esia, International Journal ofThe National Commission for Child Protection of Indonesia re-
ported that in 2008, 97% of adolescents in Indonesia accessed
pornography, while 93.7% engaged in kissing, genital stimulation,
and oral sex [5]. Moreover, 1% and 8% of adult females and males
have had sexual intercourse outside marriage [6], while 5% of ad-
olescents aged between 10 years and 24 years have shown signs of
premarital sexual behavior [7]. More females (40.6%) than males
(37.1%) have shown negative ARH attitudes [8], while more boys
(56.6%) than males (43.7%) have indicated of active ARH behavior
[9]. These ﬁndings of data suggest the high problems of ARH in
Indonesia during puberty that must need concern from family and
policy of government.
The Indonesian government has launched a Friendly Adolescent
Health Care program [10] and established the Center of Commu-
nication and Information of ARH [11], both of which aim to improve
the ARH knowledge, attitudes, and behaviors of adolescentsr B.V. This is an open access article under the CC BY-NC-ND license (http://
friendly health clinic: An initiative adolescent reproductive health
Nursing Sciences (2016), http://dx.doi.org/10.1016/j.ijnss.2016.11.006
A community-based friendly health 
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Manual Participatory Learning 
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Fig. 1. Research design of a community-based friendly health clinic with Manual
Participatory Learning (MPL) intervention in the rural and urban area.
T. Susanto et al. / International Journal of Nursing Sciences xxx (2016) 1e82through peer group sessions and/or peer counseling. Previous
studies show that adolescents in Indonesia are mostly concerned
about how to deal with sexual relationships and feelings, unwanted
pregnancy, and sexually transmitted diseases [12]. Therefore, new
strategies for disseminating ARH information within communities
must be implemented to educate young people on how to protect
their reproductive health.
This study emphasizes the importance of families and com-
munities in stimulating the ARH growth and development of ado-
lescents in urban and rural areas based on their society and cultural
backgrounds. A community-based friendly health clinic (CFHC) is a
pilot project that helps adolescents learn ARH using the manual
participatory learning (MPL) method. This study implemented a
CFHC program that adopts the MPL method based on active
learning models. Each of these models was involved in the ARH
learning process, and adolescents built the capacity of mental
models by providing additional information [13]. This programwas
a comprehensive intervention in communities that implemented
through a community-based effort to motivate the adolescents in
urban and rural areas into participating in programs launched by
community-based adolescent clinics and address their ARH-related
issues. Therefore, this study aims to examine the effects of a CFHC
program that adopts MPL on the ARH knowledge, attitudes, and
skills of adolescents in the rural and urban areas of Jember, East
Java, Indonesia.
2. Materials and methods
2.1. Setting and design
This quasi-experimental study was performed using dependent
pre- and post-intervention measurements. The pre- and post-
intervention measurement scores of the dependent experimental
groups were used to measure their ARH knowledge, attitudes, and
skills and to identify the effects of an eight-week pilot CFHC pro-
gram that adopts MPL on the adolescents in the rural and urban
areas.
2.2. Participants
A total of 192 adolescents (96 samples in rural and urban areas)
were recruited through convenience sampling. The participants
recruited from each area were divided into eight groups. Two
separate studies were performed in rural and urban areas. These
studies focused on three subdistricts of public health centers where
are not implemented ARH programs in their communities.
The samples were recruited by distributing ﬂyers to the students
through public health centers. The participants were aged between
12 years and 19 years and had experienced primary and secondary
sexual developments. The potential samples met with the team
members in a private room at the study sites. These participants
also scheduled appointments for the peer group sessions. An
informed consent was obtained from the parents of these adoles-
cents, and the licensing was performed by both the adolescents and
their parents. The samples participated in an MPL intervention
conducted near their homes (Fig. 1).
2.3. Ethical consideration
This study was approved by the Ethical Committee Review
Board of the Division of Research Centers of Jember University. We
then obtained ethical and administrative approval from the
Department of Political Unity of the Protection of the Public,
Department of Health, Department of National Education, and the
school administration.Please cite this article in press as: Susanto T, et al., A community-based
project in the rural and urban areas of Indonesia, International Journal of2.4. Instruments
The data were collected by distributing questionnaires to the
participants during the ﬁrst and eighth sessions of the CFHC pro-
gram. These questionnaires measured the quantitative data of the
participants, including their age, gender, religion, leisure time,
health education, and source of ARH information. Another ques-
tionnaire was developed speciﬁcally for the Friendly Adolescent
Health Care project and to measure the ARH knowledge, attitudes,
and skills of the participants [14,12]. These questionnaires were
tested before the survey to ensure their validity and reliability. The
validity was assessed by an expert committee (including two
pediactric nurses, two maternity nurses, and two community
health nurses) through content analysis. We arranged the contents
of the questionnaire based on the responses of the committee.
Eventually, we constructed 20 items on ARH knowledge, 18 items
on ARH attitudes, and 10 items on ARH skills. ARH knowledge,
skills, and behaviors obtained Cronbach's alpha values of 0.82, 0.78,
and 0.80, respectively.
ARH knowledge, which reﬂects the understanding of adoles-
cents about ARH-related issues that have emerged during their
puberty, was assessed using 20 items (yes ¼ 1, no ¼ 0). The com-
posite score of these items was computed, with higher scores
indicating a higher level of ARH knowledge. ARH attitude, which
reﬂects the feelings and views of adolescents regarding ARH issues,
was assessed using 18 items rated on a four-point Likert-type scale
(strongly disagree ¼ 1 to strongly agree ¼ 4). The composite score
of these items was computed, with a higher score indicating highly
positive attitudes. ARH skills, which reﬂects the ARH capabilites of
adolescents during puberty, were assessed using 10 items rated on
a four-point Likert-type scale (never ¼ 1 to always ¼ 4). The
composite score of these items was computed, with a higher score
indicating better skills. Table 1 lists the questions for ARH knowl-
edge, attitudes, and skills.
The data on ARH-related issues were collected each week fromfriendly health clinic: An initiative adolescent reproductive health
Nursing Sciences (2016), http://dx.doi.org/10.1016/j.ijnss.2016.11.006
Table 1
Questionnaire of knowledge, attitudes, and skills of ARH.
Domain Aitems
Knowledge of ARH [14] Menstruation is blood that coming out of vagina when she enters/during adolescence
Sperm is produced in the penis
When men experience erection then he will surely remove sperm
During puberty, in addition to changes in the body, have also been changes in feelings and thoughts
“Wet dreams” are common in male puberty
At puberty, adolescent boys can become a father
If a woman is not having periods menses at the age of 14 years, then something is not normal
If a woman who has been having periods, not having periods in time, he could have been pregnant
During a time of menstruation is always 5 days
Menstruation is blood mixed with the uterine lining is shed as the egg is not fertilized
All women have a menstrual cycle of 28 days
Masturbation can make teenagers mentally ill
A teenage girl can become pregnant even if only one sex
Pregnancy due to the meeting between the female egg by the male sperm
Circumcision is to remove the skin that covers the tip of the penis
Pregnancy in adolescents could affect the future of the youth
In adolescence friends more inﬂuential than parents
Touching or holding the body of another person by force can be called sexual violence
Teenage pregnancy has many negative consequences
At the time of menstruation, a teenage girl should eat nutrisiously to prevent anemia
Atiitudes of ARH [31] The right of every individual who is not married to a date
The right of every man and woman for kissing, holding and touching each other
There is nothing wrong between men and women who are not married to have sex if they love each other
Teenage boys entitled to make contact with her boyfriend, if he loves her
Teenage boys will not give attention to the woman who likes to have sex
All the girls who have sex before marriage will regret later
All the boys who had sexual intercourse before marriage will regret later
Between men and women will have sex after they got engaged
Women are supposed to keep her virginity until marriage
Men should keep his virginity until marriage
All my friends do not agree with their brief relationship (dating)
Men and women are entitled to sexual intercourse when they are taught how to prevent pregnancy
I feel conﬁdent if you can use a condom every time I have sex
Women are responsible for using contraceptives regularly
I argue that men and women should be in love before having sex
I think they know how to use condoms correctly
All my friends did not have an abortion for the sake of his or her partner
Men are equally in need of intercourse more often than women
Skills of ARH [9] Do you ever masturbate?
Do you ever masturbate?
Do you prefer the opposite sex?
Do you prefer to the same sex?
If you are/have been dating or were engaged, what have you done with a girlfriend/ﬁance you?
Holding each other tenderly.
Hugged each other by hand outside of clothes.
Hugged each other by hand inside the shirt.
Mutual ﬂirting lips
Hugging each other with no clothes
If you are/have been dating or were engaged, what HAVE you ever do coitus/intercourse with a girlfriend/ﬁance you?
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intervention session. Qualitative data on ARH-related problems
were explored using the open-ended question, “What ARH prob-
lems did you experience at home one week after the intervention
sessions and what were the solutions that you used?” The adoles-
cents addressed these questions by writing narratives on their
logbooks. These narratives were discussed by organizing focus
group sessions each week before the intervention.
2.5. Procedure
An eight-week CFHC programwith MPL was organized through
several planned, coordinated, and focused steps. The program was
held in the communities after the participants returned from their
schools. This program focused on ARH-related problems in families,
schools, and communities that were supervised by a local com-
munity health center. The activities in this program were outlined
in the ARH program guidebook and the guidebooks of peer edu-
cators and social support group participants. The growth andPlease cite this article in press as: Susanto T, et al., A community-based
project in the rural and urban areas of Indonesia, International Journal ofdevelopment of the ARH knowledge, attitudes, and behaviors of
these adolescents were recorded in a logbook. Each participant was
required to ﬁnish a two-hour MPL session every week to learn
about ARH (Table 2).
The program activities were explained to the participants in the
ﬁrst session. They gave their informed consents and participated in
a pretest upon agreeing to follow the program. The participants
attended the seven remaining sessions to discuss ARH-related is-
sues. The participants engaged in a posttest in the eighth session.
The participants also attended class peer activities administered by
peer educators and counselors to discuss ARH-related problems
that they encountered in schools. The participants wrote down
their ARH-related problems on their logbooks and discussed them
in their peer group sessions.
In the second to eighth sessions, the participants discussed the
ARH-related problems that they encountered in their homes and
schools a week after the MPL intervention. The participants were
asked the question, “What ARH problems did you experience at
home one week after the intervention sessions and what were thefriendly health clinic: An initiative adolescent reproductive health
Nursing Sciences (2016), http://dx.doi.org/10.1016/j.ijnss.2016.11.006
Table 2
Schedule of a community-based friendly health clinic with Manual Participatory Learning (MPL) intervention in the rural and urban area.
Session Decription
Session 1  Explanation of program
 Explanation of rules of learning process
 Pre test knowledge, attitude, and behavior of ARH
 Divide manual to learn active adolescents and logbook
 Ice breaking and known of group's members
Session 2  MPL 1: Introduction of Changes in Adolescents: Physicological aspect
 Ask adolescent to write their ARH problems in home, school and community and how was the solution?
Session 3  Discuss problems adolescents for one week at home through a focus group discussion
 MPL 2: Introduction of Changes in Adolescents: Pyschological aspect
 Ask adolescent to write their ARH problems in home, school and community and how was the solution?
Session 4  Discuss problems adolescents for one week at home through a focus group discussion
 MPL 3: Sexual behavior and the effects on adolescent
 Ask adolescent to write their ARH problems in home, school and community and how was the solution?
Session 5  Discuss problems adolescents for one week at home through a focus group discussion
 MPL 4: Sexual transmitted disease (STDs) and HIV/AIDS
 Ask adolescent to write their ARH problems in home, school and community and how was the solution?
Session 6  Discuss problems adolescents for one week at home through a focus group discussion
 MPL 5: Effective communication skill's ARH
 Ask adolescent to write their ARH problems in home, school and community and how was the solution?
Session 7  Discuss problems adolescents for one week at home through a focus group discussion
 MPL 6: Assertive trainning ARH
 Ask adolescent to write their ARH problems in home, school and community and how was the solution?
Session 8  Discuss problems adolescents for one week at home through a focus group discussion
 Post test
 Closing program
T. Susanto et al. / International Journal of Nursing Sciences xxx (2016) 1e84solutions that you used?” The participants wrote down their an-
swers on their logbooks and discussed them in the peer group
sessions. Each group member was given 10 minutes to share their
problems, which were then solved together by the groupmembers.
At the end of the MPL intervention, we collected the logbook en-
tries of the participants and then analyzed the qualitative data
presented in Table 6.2.6. Data analysis
Descriptive and comparative data analyses were performed. The
descriptive statistics, including frequencies and percentages, were
used to summarize categorical measures, while the means, stan-
dard deviations, and median values were used to summarize
continuous measures. The analyses were performed separately for
the adolescents in rural and urban areas. An independent t-test was
performed to analyze the differences in the level of ARH knowl-
edge, attitudes, and skills of adolescents in these areas before and
after the intervention. SPSS v.22 was used for the analyseswith an
alpha value of p < 0.05 indicated statistical signiﬁcance.
The focus group sessions were recorded and transcribed. Open
coding was used to deﬁne and develop theme categories. The data
were analyzed using Collaizi's method. Fourteen themes were
identiﬁed from three dominant categories, namely, schools, fam-
ilies, and communities (Table 5).3. Results
Table 3 presents the characteristics of the samples. The ado-
lescents in the rural area had a mean age of 16.22 years ± 1.72
(range ¼ 12e19) and were predominantly composed of males
(55.2%). By contrast, the adolescents in the urban area had a mean
age of 15.77 years ± 1.55 (range ¼ 12e19) and were predominantly
composed of females (59.4%). The majority of the adolescents in
both areas were Muslims (97.9%) and watched television upon
returning home from their schools (56.3% and 66.7% in rural and
urban areas, respectively). The adolescents in the rural area were
educated about reproductive health (59.4%) by health workersPlease cite this article in press as: Susanto T, et al., A community-based
project in the rural and urban areas of Indonesia, International Journal of(43.8%), while those in the urban area were educated about
smoking (43.8%) by their parents (35.4%).
Table 4 shows signiﬁcant differences in the ARH knowledge,
attitudes, and skills of the adolescents in rural and urban areas after
the intervention (p < 0.001). Before the intervention, the adoles-
cents in the urban area obtained higher scores for ARH knowledge
(15.51 ± 2.03), attitudes (53.80 ± 5.59), and behavior (36.29 ± 3.57)
than those in the rural area. A signiﬁcant differencewas observed in
the ARH knowledge of adolescents in rural and urban areas after
the intervention (p < 0.001). After the intervention, the adolescents
in the urban area obtained higher scores for ARH knowledge
(15.69 ± 1.85) than those in the rural area. However, no signiﬁcant
differences were observed between these groups in terms of their
ARH attitudes and skills before the intervention.
Table 5 shows signiﬁcant differences in the ARH knowledge
(p < 0.001), attitudes (p ¼ 0.045), and skills (p ¼ 0.009) of ado-
lescents in the rural area before and after the intervention. How-
ever, their ARH knowledge (14.80 ± 1.57), attitudes (63.35 ± 3.82),
and skills (36.50 ± 1.63) all improved after the intervention. Simi-
larly, signiﬁcant differences were observed in the ARH knowledge
of adolescents in the urban area (p < 0.001) before and after the
intervention. Speciﬁcally, their ARH knowledge (15.69 ± 1.85)
increased after the intervention. However, no signiﬁcant differ-
ences were observed in their ARH attitudes and skills before and
after the intervention.
Table 6 shows the domains, categories, themes, and decriptions
of the ARH-related problems encountered by the participants
during the implementation of the pilot project. Three domains,
namely, schools, families, and communities, were identiﬁed in the
focus group sessions during the pilot project. Fourteen themes
related to these domains were generated, while the expectations
and solutions to these issues were generated from the three do-
mains. In the school domain, the intra- and extra-curricular activ-
ities for adolescent health, particularly reproductive health, were
identiﬁed as potential solutions to ARH-related issues.
In the intra-curricular activities, ARH was included as a local
curriculum content in several subjects, such as biology, education,
and physical ﬁtness. Meanwhile, in the extra-curricular activities,friendly health clinic: An initiative adolescent reproductive health
Nursing Sciences (2016), http://dx.doi.org/10.1016/j.ijnss.2016.11.006
Table 3
Characteristic of adolescent in rural and urban area.
Rural (n ¼ 96) Urban (n ¼ 96)
Age
16.22 ± 1.72 (12e19) 15.77 ± 1.55 (12e19)
Gender
Male 53 (55.2) 39 (40.6)
Female 43 (44.8) 57 (59.4)
Religion
Islam 94 (97.8) 94 (97.8)
Cristian 1 (1.1) 1 (1.1)
Catholic 1 (1.1) 1 (1.1)
Using leisure time
Nothing 9 (9.4) 4 (4.2)
Waching TV 54 (56.3) 64 (66.7)
Playing game 13 (13.5) 13 (13.5)
Sport/exercise 11 (11.4) 13 (13.5)
Social activity 2 (9.4) 2 (2.1)
Topic information of health education
Adolescent development 5 (5.2) 13 (13.5)
Reproductive health 57 (59.4) 10 (10.4)
Smoking 16 (16.6) 42 (43.8)
Alcohol and substance abuse 9 (9.4) 18 (18.8)
Pregnancy 4 (4.2) 4 (4.2)
STDs and HIV/AIDS 5 (5.2) 9 (9.3)
Source information
Teacher 15 (15.6) 17 (17.7)
Parents 19 (19.7) 34 (35.4)
Health worker 42 (43.8) 13 (13.5)
Magazine 8 (8.4) 9 (9.4)
Internet 12 (12.5) 23 (24.0)
Note: Mean ± SD (Min - Max). n (%).
Table 4
Comparison knowledge, attitude, and skills of adolescent reproductive health pre-
and postintervention by area differences (n ¼ 96).
Preintervention Postintervention
Mean ± SD p-value Mean ± SD p-value
Knowledge of ARH
Rural 13.00 ± 1.84 <0.001 14.80 ± 1.57 <0.001
Urban 15.51 ± 2.03 15.69 ± 1.85
Attitude of ARH
Rural 50.16 ± 6.62 <0.001 63.35 ± 3.82 0.896
Urban 53.80 ± 5.59 63.43 ± 3.88
Skills of ARH
Rural 34.13 ± 4.76 <0.001 36.50 ± 1.63 0.824
Urban 36.29 ± 3.57 36.55 ± 1.60
Note: Mean ± SD. Signiﬁcant ﬁnding in bold. ARH (adolescent reproductive health).
T. Susanto et al. / International Journal of Nursing Sciences xxx (2016) 1e8 5ARH educationwas offered in several student activities, such as the
Adolescent Red Cross (Palang Merah Remaja/PMR, in Indonesian)
and Guidance Counseling (Bimbingan Konseling/BK, in Indone-
sian). The implementation of ARH education in schools was asso-
ciated with school health (Usaha Kesehatan Sekolah/UKS, in
Indonesian) and achieved through health education and coun-
seling, periodic health examinations and immunizations, health
movements, and provision of healthy snacks.
Several aspects were identiﬁed in the families domain, includingTable 5
Comparison knowledge, attitude, and skills of adolescent reproductive health pre- and p
Rural (n ¼ 96)
Preintervention Postintervention p
Knowledge of ARH 13.00 ± 1.84 14.80 ± 1.57 <
Attitude of ARH 50.16 ± 6.62 63.35 ± 3.82 0
Skills of ARH 34.13 ± 4.76 36.50 ± 1.63 0
Note: Mean ± SD. Signiﬁcant ﬁnding in bold. ARH (adolescent reproductive health).
Please cite this article in press as: Susanto T, et al., A community-based
project in the rural and urban areas of Indonesia, International Journal ofawareness of the family about ARH as a taboo issue, the repro-
duction process, and the courtship process. The communication
patterns between parents and teenagers in the family were re-
ﬂected in the family communication function, the openness be-
tween parents and children, and the support of families.
Dysfunctional family communication was reﬂected in the anger of
children when talking about issues related to reproductive health
and the opposite sex. The communities domain focused on the
awareness of the public regarding the ARH needs of adolescents.
The CFHC program was tailored to meet the development needs of
adolescents and the development status of their areas. The repro-
ductive health behaviors of young people were both perceived as
positive (early maturation and prevention) and negative (preg-
nancy outside marriage and violating the norm) in the
communities.4. Discussion
4.1. ARH knowledge
The ARH knowledge of the adolescents in rural and urban areas
changed before and after the intervention, which echoes the ﬁnd-
ings of previous studies in India [15] and Kenya [16]. This outcome
may be attributed to the fact that the participants have attempted
to take great responsibility in their ARH learning by activelyostintervention in rural and urban area (n ¼ 192).
Urban (n ¼ 96)
-value Preintervention Postintervention p-value
0.001 15.01 ± 2.03 15.69 ± 1.85 <0.001
.045 53.80 ± 5.59 63.43 ± 3.88 0.911
.009 36.29 ± 3.57 36.55 ± 1.60 0.866
friendly health clinic: An initiative adolescent reproductive health
Nursing Sciences (2016), http://dx.doi.org/10.1016/j.ijnss.2016.11.006
Table 6
Domain, category, themes and decription of ARH problem during implementation pilot project.
Domain Category Themes and description
Schools The program of activities for the students of the school in meeting
adolescent health, especially reproductive health (RH)
Theme 1: Intra-curricular activities
Intra-curricular activities depicted into curricula and subjects that are described RH
problems in subjects that entered the biology and physical education and spiritual,
sometimes also in the religious morals in the school curriculum for local development
charge.
Theme 2: Extra-curricular activities
Illustrated extracurricular activities, namely Red Cross Youth (Palang Merah Remaja/
PMR) and Counseling (Bimbingan Konseling/BK) are described PMR activities that
student learn to organize the live problem and studying health.
Implementation of adolescent reproductive health (ARH) in schools
associated with school health unit (Usaha Kesehatan Sekolah/UKS)
Themes 3. Health education (HE)
HE activities depicted health counseling for material and media that are described
schools sometimes have guests from the local health clinic to get counseling on student
health that HE materials on smoking, sexually transmitted diseases, and drugs.
Theme 4. Health services (HS)
HS activities depicted counseling and amedical examination. Counseling adolescents at
school portrayed in the category of the problem and the problem of teenage life lessons.
Schools provide counseling services to accommodate students who are stubborn
problems or learning difﬁculties, and school guidance and input for teens who started
dating lately. Health checks illustrated student health examination such as screening
and immunization.
Theme 5. Environmental health (EH)
EH illustrated the movement of health and healthy snacks. Health movement is
represented sports, environmental regulation, and movements associate discipline.
Healthy snacks portrayed reasons for selecting healthy canteen food to support the
health of teenagers who are growing future.
Family Perception family awareness in meeting the reproductive health of
children
Perception family awareness in meeting the reproductive health of the child depicted
three subthemes, namely taboo issues, the process of obtaining offspring, courtship.
Theme 6. Tabbo reproductive problems
ARH for family is taboo issues that illustrated talking about ARH problem that
embarrassed parent, but they start for dicussing after adolescent getting menstruation
or wet dream and begin like/love the opposite sex.
Theme 7. The process of getting offspring
The process of getting illustrated marital relationship and marriage.
Theme 8. Courtship
Courtship illustrated mutual love and teenage style as ﬁrst love and ﬁrs kissing.
Patterns of communication between parents and teenagers in the
family
Theme 9. Communication function subtheme family
Family communication functioning portrayed becomes openness between parents and
children and support families that illustrated by providing guidance, giving motivation,
and responsibility for daily activities.
Theme 10. Family communication is not working
Communication dysfunctional families portrayed rage and force as identiﬁed parents
are always blaming teenagers and forbid children to establish intimate relationships
because it would damage the child's future
Community Public awareness of reproductive health needs of adolescents today Theme 11. Needs adolescents
Reproductive health as an adolescent needs required by today's society portrayed
health, future, and norms that reﬂected children now require control in the association
to avoid contracting AIDS, The current behavior of teenagers need to be controlled so
that the future is not bleak due to excessive hang out, and to set the teen needs to be the
norm in the public order rules.
Theme 12. Not yet adolescent needs
According perception reproductive health needs of the community do not become
adolescents. This is reﬂected the beliefs and values of privacy or conﬁdentiality that
illustrated if adolescent reproductive health given out later even try because it thought
it was awful and felt embarrassed when talking about it because that's very conﬁdential
for yourself.
The behavior of adolescent in society related to reproductive health Theme 13. Positive Behavior adolescent reproductive health
Behavior of adolescent reproductive health are positively portrayed early maturation
and prevention that illustrated if it is mutual responsibility, then it will rapidly mature
in families undergoing tomorrow and if adolescent know ARH, it could have prevented
outside marriage.
Theme 14. Negative Behavior adolescent reproductive health
Adolescent reproductive health behaviors are negatively portrayed become pregnant
outside of marriage category and violate the norms
T. Susanto et al. / International Journal of Nursing Sciences xxx (2016) 1e86improving their ARH knowledge. The qualitative data reveal that
the participants have recieved health education in their schools and
established a functional communication patternwith their families.
Therefore, an active learning strategy must be adopted in peer
group health education sessions to improve the ARH knowledge of
adolescents.
A signiﬁcant differencewas also observed in the ARH knowledgePlease cite this article in press as: Susanto T, et al., A community-based
project in the rural and urban areas of Indonesia, International Journal ofof adolescents in rural and urban areas before and after the inter-
vention, which echoes the ﬁndings of previous studies in Sri Lanka
[17] and Nigeria [18]. This difference may be attributed to the fact
that the adolescents learned ARH in peer group sessions by
consulting the module of their facilitators. Therefore, these ado-
lescents must be able to adjust themselves to different norms, re-
ligions, and local cultures. The improvements in the ARHfriendly health clinic: An initiative adolescent reproductive health
Nursing Sciences (2016), http://dx.doi.org/10.1016/j.ijnss.2016.11.006
T. Susanto et al. / International Journal of Nursing Sciences xxx (2016) 1e8 7knowledge of these adolescents were conﬁrmed by the fact that
43.8% and 35.4% of adolescents in rural and urban areas consulted
reliable sources of ARH information, namely, health workers and
parents, respectively. These ﬁndings are consistent with those of a
previous study, which reported that the availability and access to
ARH information could predict the ARH knowledge of adolescents
[19]. Therefore, adolescents must be provided access to a reliable
source of information to improve their ARH knowledge during
puberty.
4.2. ARH attitudes
The adolescents in rural and urban areas showed differences in
their ARH attitudes before the intervention, but did not show such
differences after the intervention. The adolescents in the rural area
also showed greater improvements in their ARH attitudes than
those in the urban area, which contrasted the ﬁndings of the Basic
National Health Research of Indonesia in 2010 [7] and the Indo-
nesian Demographic and Health Survey [20]. These ﬁndings indi-
cate that before the intervention, the adolescents in the rural and
urban areas focused on different topics, namely, reproductive
health (59.4%) and smoking (43.8%), respectively. This ﬁnding
conﬁrmed that of a previous study, which showed that sex edu-
cation was implicitly integrated into various subjects in Indonesian
primary schools, such as science, biology, social studies, and reli-
gion [21]. Therefore, these adolescents can improve their ARH
awareness by attending counseling and supportive services
through school health education.
The ARH attitudes of adolescents in the rural area signiﬁcantly
differed before and after the intervention, but no such difference
was observed among the adolescents in the urban area. These
differences may be inﬂuenced by the awareness of families and the
public regarding the ARH knowledge of children. This ﬁnding is
consistent with that of a previous study, which reported that
parenting programs [22] and parent communication [23] could
improve ARH behavior. ARH attitudes can also be improved by
implementing an environment system that supports cultural
sensitivity as conﬁrmed in [24]. Therefore, the ARH programs
implemented in communities must consider the social and cultural
sensitivity of their target audience to improve their ARH attitudes.
4.3. ARH skills
The ARH skills of adolescents in rural and urban areas differed
before the intervention, but no such differences were observed
after the intervention. Such differences may be attributed to the
fact that ARH skills are inﬂuenced by the social, cultural, and
environment disparities between these areas. The adolescents in
the urban area are at high risk of developing negative ARH attitudes
[8], while those in the rural area have limited access to ARH in-
formation [25]. Therefore, the intervention must place social life
skill competecies at its core.
The adolescents in the rural area showed signiﬁcant differences
in their ARH skills before and after the intervention, but no such
difference was observed among the adolescents in the urban area.
This ﬁnding may be attributed to the different understanding of
communities about the ARH behaviors of adolescents. The difﬁculty
of implementing the CFHS program in Islamic communities has
been conﬁrmed in a previous study in Iran [26] and Indonesia [27]
[28]. Developing socioculturally tailored sex education programs in
Indonesia must consider contextualized social, cultural, and reli-
gious factors to adapt to the social life skills of adolescents.
The adolescents in the rural area showed a greater increase in
their ARH knowledge, attitudes, and skills than those in the urban
area after the intervention, while the domain of ARH knowledgePlease cite this article in press as: Susanto T, et al., A community-based
project in the rural and urban areas of Indonesia, International Journal ofonly changed in the urban area. These ﬁndings indicate that a CFHC
program that integrates core competencies in life skills can effec-
tively improve the ARH knowledge of adolescents in the rural area.
These core competencies have also been integrated into the ARH
curriculum [29], but the CFHC programmust be improved in terms
of its monitoring and supervising [30] to inﬂuence the ARH skills of
adolescents in both areas. These ﬁndings can be used in developing
strategies for CFHC, organizing community outreach programs,
improving school health programs to achieve an excellent coun-
seling of adolescents, and helping these adolescents deal with peer
pressure to improve their ARH knowledge, attitudes, and skills.
The ﬁndings of this study may be limited by the discussions and
coordinations across different programs and sectors, the allocation
of time for different activities, and the culture for implementing the
CFHC program. The planned and spontaneous modiﬁcations to this
program and its implementation have altered its essential com-
ponents based on the Indonesian context. The lack of empirical
research, awareness, and education on the sexual behaviors and
attitudes of young Indonesians have hindered the promotion of
community-based sex education in the country.
5. Conclusion
The CFHC programwith MPL intervention can improve the ARH
knowledge, attitudes, and behaviors of adolescents in the rural
area, but only changes the ARH knowledge of adolescents in the
urban area. Therefore, some factors among adolescents can result in
ARH-related problems for developing countries. The government
must implement the CFHC program with MPL intervention to
promote positive ARH development among the youth. Future
research may adopt a large sample to measure how the self-care
and life skills of adolescents can be improved through commu-
nity- and family-based nursing interventions.
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